Caregiving experiences predict changes in spiritual well-being among family caregivers of cancer patients by Adams, Rebecca N. et al.
Caregiving Experiences Predict Changes in Spiritual Well-being
among Family Caregivers of Cancer Patients
Rebecca N. Adams, M.S.1, Catherine E. Mosher, Ph.D.1, Rachel S. Cannady, B.S.2, Aurelie
Lucette, M.A.3, and Youngmee Kim, Ph.D.3
1Department of Psychology, Indiana University-Purdue University Indianapolis, Indianapolis, IN
2American Cancer Society, Atlanta, GA
3Department of Psychology, University of Miami, Coral Gables, FL
Abstract
Objective—Although enhanced spiritual well-being has been linked to positive mental health
outcomes among family caregivers of cancer patients, little is known regarding predictors of
spiritual well-being in this population. The current study aimed to examine caregiving experiences
as predictors of change in family caregivers’ spiritual well-being during the initial months
following the patient’s cancer diagnosis.
Methods—Seventy family caregivers of newly diagnosed cancer patients (74% female, mean age
= 59 years) participated in this longitudinal survey. Caregivers completed baseline questionnaires
shortly before staying with the patient at an American Cancer Society (ACS) Hope Lodge.
Baseline questionnaires assessed caregiving experiences (i.e., self-esteem related to caregiving,
family support for providing care, impact of caregiving on finances, and impact of caregiving on
one’s schedule). In addition, caregivers’ spiritual well-being (i.e., meaning in life, peace, and
faith) was assessed at baseline and 4-month follow-up.
Results—In univariate analyses, all caregiving experiences studied were associated with one or
more aspects of spiritual well-being at 4-month follow-up. However, in the multivariate analysis,
the only caregiving experience associated with aspects of spiritual well-being at 4-month follow-
up was caregivers’ perceptions of family support. Specifically, lack of family support was
associated with lower levels of meaning and peace.
Conclusions—Findings point to the importance of family support in facilitating the search for
meaning and peace shortly after a loved one’s cancer diagnosis and suggest that interventions
targeting caregivers’ support system may enhance their spiritual well-being.
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Background
Cancer is a stressful experience not only for patients, but also for their family caregivers
who assist with self-care or medical tasks and provide informational, emotional, or financial
support [1]. Caregiving demands affect family caregivers’ mental health [2,3] with 20% to
66% reporting significant anxiety or depressive symptoms [3–5]. Furthermore, as cancer
often poses a threat to life, family caregivers are likely to experience existential concerns
that may impact their spiritual well-being [6].
Spiritual Well-being of Family Caregivers
When faced with a life-threatening stressor such as cancer, many individuals engage in
meaning-making or adjustment of their worldview to accommodate the stressor [6,7].
According to theories of meaning-making, emotional and cognitive processing of the
stressful experience facilitates the construction of meaning [7], which in turn has been
related to enhanced quality of life [8,9].
Spiritual well-being (SWB), including a sense of meaning in life, peace, and comfort in
faith, has been conceptualized as a domain of quality of life for cancer patients and older
adults [10,11]. In general, cancer patients have reported mean global SWB scores at the
upper end of the scale, with a wide range of SWB scores represented across studies [12–14].
Cancer caregivers’ SWB has received less research attention, with a few studies indicating
that their levels of SWB are comparable to those of cancer patients and relatively stable over
time [15–19].
Preliminary evidence suggests that poorer overall SWB (i.e., combined score for meaning/
peace and faith) is associated with worse mental health among cancer caregivers [16,18,20–
22]. Only one study has examined relationships between specific aspects of SWB (i.e.,
meaning, peace, or faith) and mental health among cancer caregivers and found that,
whereas overall SWB and feelings of peace were related to mental health, the meaning and
faith aspects of SWB were not [16].
Although the cancer caregiving literature on SWB is limited [16,18,20–22], a number of
studies have examined relationships between specific aspects of SWB and mental health in
cancer patients [23]. These studies have found that higher levels of meaning and peace are
consistently related to better mental health outcomes [13,16,24,25]. The relationship
between faith and mental health has been less consistent, with only some studies reporting
significant relationships [13,16,24,25]. Taken together, research with cancer patients and
caregivers suggests that SWB is positively associated with mental health.
Caregiving Experiences and Spiritual Well-Being
Grounded in Lazarus and Folkman’s [26] cognitive stress theory, Nijboer and colleagues [1]
proposed a conceptual framework of the caregiving process in which perceptions of the
situation (e.g., belief that sufficient social resources are available to meet care demands)
impact the well-being of caregivers. In support of this conceptual framework, a number of
subjective caregiving experiences have been consistently related to poorer mental health in
cancer caregivers including: greater interference of caregiving with one’s schedule and
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lifestyle [2,27–29], poorer social functioning and perceptions of less familial and community
support [2,30], greater caregiving stress and burden [20,31,32], less self-esteem related to
caregiving [33], and greater impact of caregiving on finances [34,35]. However, the impact
of caregiving experiences on cancer caregivers’ spiritual well-being has received limited
research attention. Preliminary evidence suggests that greater caregiving stress and lower
levels of self-esteem related to caregiving are correlated with worse overall SWB among
cancer caregivers [36]. In contrast, another study found that the quantity of care provided
(e.g., hours spent providing care, frequency of providing different types of care) was not
significantly related to overall SWB among cancer caregivers [15]. Perceptions of greater
social support, however, have been correlated with better overall SWB among cancer
caregivers [21]. Theory suggests that low levels of social support may negatively impact
caregivers’ SWB, as caregivers have fewer opportunities to engage in meaning-making with
important others [7].
The present study extends prior cross-sectional work on cancer caregiving experiences and
global spiritual well-being [15,36] by examining associations between cancer caregiving
experiences and changes in specific aspects of cancer caregivers’ SWB over time.
Furthermore, whereas prior studies on relations between cancer caregiving experiences and
spiritual well-being have exclusively focused on the long-term survivorship period [15,36],
this research examined caregivers of patients during the initial months following the cancer
diagnosis, a period during which existential concerns may be heightened [37]. Caregivers
were assessed shortly before their stay at an American Cancer Society (ACS) Hope Lodge
and 4 months later, a point at which the majority of study participants had returned to their
residence.
Study hypotheses were based on theories of meaning-making and the caregiving process
[1,6,7] and prior findings linking subjective caregiving experiences to caregivers’ mental
health outcomes [1,2,38] and overall SWB [36]. We hypothesized that higher self-esteem
from caregiving shortly after the patient’s cancer diagnosis would be associated with
increases in caregivers’ SWB (i.e., meaning in life, peace, and faith) at 4-month follow-up.
We also predicted that caregivers’ perceptions of lack of family support for providing care
shortly after the cancer diagnosis would be associated with decreases in their SWB at
follow-up. Finally, we hypothesized that greater negative impact of caregiving on
caregivers’ schedules and finances soon after the cancer diagnosis would be related to
decreases in their SWB at follow-up.
Methods
Participants and procedure
All study procedures were approved by the Emory University Institutional Review Board.
This ACS Hope Lodge study was designed to examine the effect of social factors on quality
of life among recently diagnosed cancer patients and their family caregivers entering the
Hope Lodge in Rochester, Minnesota. ACS’s Hope Lodge houses patients and their family
caregivers at no cost if the patient is undergoing outpatient cancer treatment at least three
times weekly and resides greater than 40 miles away from the cancer treatment facility.
Patients and unpaid family caregivers were recruited at least two days prior to their
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scheduled move into the Hope Lodge. To be eligible for this study, patients and caregivers
had to be 18 years of age or older and able to speak and read English.
Informed consent was obtained face-to-face at locations convenient for prospective
participants (e.g., clinic appointments, hotel rooms) before their stay at the Hope Lodge. A
total of 154 patients and 143 caregivers were approached, as 11 patients were not
accompanied by a family member. Nearly all (141/143) caregivers were eligible and 106
agreed to participate in the study (a 75% response rate). Common reasons for caregivers’
study refusal included feeling too overwhelmed with responsibilities and the time
commitment.
Participants completed questionnaires at the time of enrollment (typically within a week
before arriving at the Hope Lodge) and four months later by postal mail. Phone calls were
made to participants to remind them to complete the questionnaires. Participants did not
receive compensation for completing the baseline survey, but received $15 for participating
in the 4-month follow-up survey.
Attrition occurred over the 4-month study period such that 15% of 106 consenting
caregivers were lost to follow-up, 4% were no longer eligible due to patient death, and 3%
declined to continue study participation. Of the 83 participating caregivers, 70 provided
complete data on all study variables at both baseline and 4-month follow-up and were
included in the current analyses. Caregivers who were withdrawn from the study or provided
incomplete data (n = 36) did not differ from those with complete data (n = 70) with respect
to baseline demographics and study variables (ps > .05).
Measures
Demographic and medical characteristics—Demographic and medical information
was collected via self-report questionnaires. Caregivers reported their age, gender, ethnicity,
education level, income, employment status, marital status, and relationship to the patient.
Patients reported their date of diagnosis, cancer treatment, and cancer type and stage.
Characteristics of the caregiving experience—Caregivers’ perceptions of the
caregiving experience were measured with four subscales of the Caregiver Reaction
Assessment (CRA) [39]. The 5-item Impact on Schedule and 3-item Impact on Finances
subscales assess the extent to which providing care affects personal activities and family
finances, respectively. The 7-item Caregiver’s Esteem subscale assesses the extent to which
caregiving enhances self-esteem. Finally, the 5-item Lack of Family Support subscale
measures caregivers’ perceptions of family support for providing care. Items for the four
subscales are rated on a 5-point scale from 1 (strongly disagree) to 5 (strongly agree).
Composite scores were calculated by averaging relevant items (after reverse-coding, as
necessary), with higher scores indicating greater impact on schedule, greater impact on
finances, higher self-esteem related to caregiving, and greater perceived lack of family
support. The CRA has demonstrated construct validity [39] and acceptable internal
consistency reliability in research on caregivers of cancer patients [28]. In this study,
internal consistency reliabilities for the subscales at baseline were good (.76 < αs < .88).
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Spiritual well-being—The Meaning, Peace, and Faith subscales of the 12-item Functional
Assessment of Chronic Illness Therapy—Spiritual Well-being Scale (FACIT-Sp) [13,40]
were used to assess aspects of caregivers’ SWB related to the patient’s cancer diagnosis.
Items referring to personal illness in the original FACIT-Sp were rephrased to refer to the
patient’s illness. Each item is rated on a 5-point scale from 0 (not at all) to 4 (very much).
Three 4-item composite scores were calculated by averaging relevant items (after reverse-
coding, as necessary), with higher scores indicating a greater sense of meaning, peace, and
faith in the context of the patient’s illness. The FACIT-Sp has shown good convergent
validity and internal consistency reliability (.78 < αs < .88) [13,40]. In this study, internal
consistency reliabilities for the subscales were good at baseline (.80 < αs < .88) and 4-month
follow-up (.83 < αs < .89).
Statistical Methods
Data were analyzed with SPSS statistical software (version 20.0; SPSS, Chicago, IL, USA).
Means and standard deviations for continuous variables and frequencies for categorical
variables were calculated. Zero-order correlations between study variables also were
computed. A multivariate general linear modeling analysis was used to examine the extent
to which baseline caregiving characteristics (i.e., Lack of Family Support, Caregiver’s
Esteem, Impact on Schedule, Impact on Finances) predicted changes in three aspects of
SWB (i.e., meaning in life, peace, and faith) from baseline to 4-month follow-up. Caregiver
age, gender, and education level were included as covariates in multivariate analyses, as
these variables have been associated with SWB in cancer caregivers [36].
Results
Descriptive Statistics
As shown in Table 1, caregivers were primarily female (74%), spouses/partners of the
patient (87%), and Caucasian (96%) with a mean age of 59 years (SD = 13). The median
household income was over $40,000 with a broad range that represented the entire scale.
Most caregivers had completed at least some college, and nearly half (47%) were employed.
The average time since the patient’s cancer diagnosis at baseline was .24 months (SD = .30
months). Patients had diverse cancer types with the most common being cancers of the
digestive system (21%), genital system (16%), and breast (12%). Most patients were
receiving chemotherapy (58%) or radiation (94%) at the time of the baseline assessment.
Descriptive statistics for caregiving experiences and SWB are found in Table 2. Regarding
the baseline measure of caregiving experiences, the subscale means were comparable to
those found in other studies of caregivers at various points across the cancer trajectory
[28,41]. On average, caregivers in the current study disagreed with statements indicating a
lack of family support for providing care and agreed with statements indicating high self-
esteem derived from caregiving. Furthermore, on average, caregivers neither agreed nor
disagreed with statements indicating an impact of caregiving on their schedule and family
finances. Regarding average levels of SWB at baseline and follow-up, caregivers reported
experiencing “quite a bit” of meaning in life and reliance on faith and endorsed feeling
“somewhat” peaceful in the context of caregiving.
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Zero-order Correlations
Zero-order correlations among study variables are presented in Table 2. All caregiving
experiences were significantly correlated with each other at baseline, and all aspects of SWB
(i.e., meaning, peace, and faith) were positively correlated with each other at each time point
and across time points. Furthermore, baseline caregiving experiences were correlated with
aspects of SWB at 4-month follow-up. Specifically, lack of family support for caregiving
was related to lower levels of meaning, peace, and faith. In addition, greater self-esteem
from caregiving was correlated with higher levels of peace, but not meaning and faith.
Finally, greater impact of caregiving on one’s schedule was related to lower levels of
meaning and peace, whereas greater impact of caregiving on finances was only related to
lower levels of meaning.
Multivariate Analysis of Caregiving Experiences as Predictors of Spiritual Well-Being
Table 3 displays results from the multivariate general linear modeling analysis of caregiving
experiences as predictors of change in caregivers’ SWB, controlling for caregiver age,
gender, and education. Most control variables (i.e., age, gender, education level, and
baseline meaning) were not significantly related to meaning, peace, or faith at 4-month
follow-up. However, baseline levels of peace and faith were correlated with these respective
outcomes over time. Together, the covariates and baseline meaning, peace, and faith in the
first block of the model accounted for 36% of the variance in meaning, 48% of the variance
in peace, and 71% of the variance in faith at 4-month follow-up. Regarding the main study
findings, the four types of caregiving experiences accounted for an additional 18% of the
variance in meaning, 5% of the variance in peace, and 0.001% of the variance in faith, above
and beyond demographic covariates and baseline meaning, peace, and faith. When
examining specific aspects of caregiving in the model, lack of family support for caregiving
was significantly related to lower levels of meaning and peace, but not faith, at 4-month
follow-up. Self-esteem from caregiving and the impact of caregiving on one’s schedule and
finances, all of which showed significant univariate correlations with aspects of SWB at
follow-up, were not significantly correlated with any aspects of SWB in the multivariate
analysis.
Conclusions
The present study examined the extent to which caregiving experiences were related to
changes in aspects of caregivers’ SWB during the initial months following a family
member’s cancer diagnosis. As predicted, a perceived lack of family support for caregiving
was associated with decreases in caregivers’ sense of meaning in life and peace over the 4-
month study period. This finding is consistent with theory suggesting that low levels of
social support hinder meaning-making, as individuals have few opportunities to process the
stressful experience [7]. Caregivers often process existential concerns by talking about their
concerns with important others [42]; thus, caregivers’ meaning-making may be hindered
when they feel that others are unavailable or unreceptive to discussions of their concerns [7].
In addition, this finding converges with prior research [28,38] and theory [1] linking
perceptions of reduced social support and caregiving assistance from family members to
poorer psychological well-being among cancer caregivers. Our result extends this research
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by providing initial evidence that family support is critical to caregivers’ sense of spiritual
well-being during the months following a family member’s cancer diagnosis.
Caregivers’ perceptions of the impact of caregiving on their schedule, finances, and self-
esteem at baseline were correlated at the univariate level with aspects of SWB at 4-month
follow-up, but did not predict change in SWB over the 4-month study period. Regarding
univariate correlations, mixed findings were obtained. For example, greater self-esteem
related to caregiving was associated with higher levels of peace, but not meaning or faith.
One potential explanation for the null findings is that statistical power was insufficient for
detecting small effect sizes. Null multivariate findings might also be attributable to high
correlations between aspects of SWB at baseline and four months later.
None of the caregiving experiences examined in this study were associated with changes in
caregivers’ faith. In contrast to the meaning and peace subscales of the FACIT-Sp, the faith
subscale has been correlated with measures of religiosity, which is thought to be a stable
trait in adulthood [13,43]. In the present study, little change in caregivers’ faith occurred
across the 4-month study period. To our knowledge, this study is the first to specifically
examine potential changes in caregivers’ faith during the initial months following a loved
one’s cancer diagnosis, whereas prior research has documented the stability of caregivers’
global SWB across the cancer trajectory [18,19]. Although a cancer diagnosis may result in
heightened existential concerns [6], the present findings suggest that caregivers’ comfort
from religious beliefs is relatively stable during this adjustment period.
Limitations of this study should be noted. The sample primarily consisted of Caucasian,
middle-class women. Future studies should include caregivers with greater socioeconomic,
gender, and ethnic diversity. Another limitation is the attrition over the 4-month study
period. Caregivers who completed all time points may have differed on unmeasured
characteristics from caregivers who did not complete all of the time points, which may have
influenced the findings. Furthermore, all variables in this study, including patient medical
characteristics, were self-reported, which resulted in extensive missing data with regard to
disease stage. Missing data and small disease subgroups reduced statistical power such that
medical characteristics were not examined as predictors of caregivers’ SWB. Future
research should include medical record data and objective measures of caregiving
experiences and well-being. Finally, caregivers staying at the Hope Lodge might have
differed from the general population of cancer caregivers, as they all traveled at least 40
miles from their residence to a cancer treatment center in Rochester, MN. Future research
should examine whether relationships between caregiving experiences and aspects of SWB
differ for caregivers who reside in their typical social environment. In addition, documenting
the number of family members providing care to the patient may provide an indication of the
caregivers’ support system.
This study has important research and clinical implications. Results suggest that perceptions
of the caregiving experience, especially perceptions of familial support, are related to
caregivers’ sense of meaning and peace during the initial period of adjustment to the cancer
diagnosis. These findings underscore the role of the family in facilitating meaning-making
following a loved one’s cancer diagnosis and suggest that interventions targeting caregivers’
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support system may enhance their SWB. For example, clinicians could teach caregivers
strategies for enhancing the quality of their support network (e.g., asking for help,
communicating feelings). In addition, meaning-centered group psychotherapy, which
involves the receipt of support from other group members and the discussion of meaning
within a cancer context, has shown promise for enhancing advanced cancer patients’ SWB
[44,45] and may be extended to cancer caregivers or patient-caregiver dyads in future
studies. A family-centered approach to cancer care may not only reduce patient and
caregiver distress, but may also enhance their spiritual resources for coping with the illness.
Acknowledgments
This study was funded by the American Cancer Society National Home Office, intramural research. The work of
the first author was supported by R25 CA117865-06 (V. Champion, PI) from the NCI. The work of the second
author was supported by KL2 RR025760 (A. Shekhar, PI) from the NCRR and K07CA168883 from the NCI. The
authors would like to thank Margo Stich and Tekla Evans, MPH, CHES, PMP, for their assistance in data collection
and management. The authors would also like to thank the study participants.
References
1. Nijboer C, Tempelaar R, Sanderman R, Triemstra M, Spruijt RJ, Van Den Bos GA. Cancer and
caregiving: The impact on the caregiver’s health. Psychooncology. 1998; 7:3–13.10.1002/
(SICI)1099-1611(199801/02)7:1<3::AID-PON320>3.0.CO;2-5 [PubMed: 9516646]
2. Kurtz M, Kurtz J, Given C, Given B. Depression and physical health among family caregivers of
geriatric patients with cancer--a longitudinal view. Med Sci Monit. 2004; 10:CR447. [PubMed:
15277994]
3. Grov E, Dahl A, Moum T, Fosså S. Anxiety, depression, and quality of life in caregivers of patients
with cancer in late palliative phase. Ann Oncol. 2005; 16:1185–1191.10.1093/annonc/mdi210
[PubMed: 15849218]
4. Friđriksdottir N, Sævarsdóttir ó, Halfdanardottir SI, et al. Family members of cancer patients:
Needs, quality of life and symptoms of anxiety and depression. Acta Oncol. 2011; 50:252–
258.10.1016/S1462-3889(10)70151-4 [PubMed: 21231786]
5. Papastavrou E, Charalambous A, Tsangari H. Exploring the other side of cancer care: The informal
caregiver. EJON. 2009; 13:128–136.10.1016/j.ejon.2009.02.003
6. Lee V. The existential plight of cancer: Meaning making as a concrete approach to the intangible
search for meaning. Support Care Cancer. 2008; 16:779–785.10.1007/s00520-007-0396-7
[PubMed: 18197427]
7. Park CL. Making sense of the meaning literature: An integrative review of meaning making and its
effects on adjustment to stressful life events. Psychol Bull. 2010; 136:257–301.10.1037/a0018301
[PubMed: 20192563]
8. Lee V, Cohen SR, Edgar L, Laizner AM, Gagnon AJ. Clarifying “meaning” in the context of cancer
research: a systematic literature review. Palliat Support Care. 2004; 2:291–303.10.1017/
S1478951504040386 [PubMed: 16594414]
9. Collie K, Long BC. Considering ‘meaning’in the context of breast cancer. J Health Psychol. 2005;
10:843–853.10.1177/1359105305057318 [PubMed: 16176961]
10. Brady MJ, Peterman AH, Fitchett G, Mo M, Cella D. A case for including spirituality in quality of
life measurement in oncology. Psychooncology. 1999; 8:417–428.10.1002/
(SICI)1099-1611(199909/10)8:5<417::AID-PON398>3.0.CO;2-4 [PubMed: 10559801]
11. Kelley-Gillespie N. An integrated conceptual model of quality of life for older adults based on a
synthesis of the literature. AQQOL. 2009; 4:259–282.10.1007/s11482-009-9075-9
12. Murphy PE, Fitchett G, Peterman AH, Schover LR. A 3-factor model for the FACIT-Sp.
Psychooncology. 2008; 17:908–916.10.1002/pon.1307 [PubMed: 18095260]
Adams et al. Page 8
Psychooncology. Author manuscript; available in PMC 2015 October 01.
N
IH
-PA Author M
anuscript
N
IH
-PA Author M
anuscript
N
IH
-PA Author M
anuscript
13. Peterman AH, Min GFD, Brady MJ, Cella D. Measuring spiritual well-being in people with
cancer: The functional assessment of chronic illness therapy—Spiritual Well-being Scale (FACIT-
Sp). Ann Behav Med. 2002; 24:49–58.10.1207/S15324796ABM2401_06 [PubMed: 12008794]
14. Whitford HS, Olver IN. The multidimensionality of spiritual wellbeing: Peace, meaning, and faith
and their association with quality of life and coping in oncology. Psychooncology. 2012; 21:602–
610.10.1002/pon.1937 [PubMed: 21370313]
15. Kim Y, Spillers RL. Quality of life of family caregivers at 2 years after a relative’s cancer
diagnosis. Psychooncology. 2010; 19:431–440.10.1002/pon.1576 [PubMed: 19399773]
16. Kim Y, Carver CS, Spillers RL, Crammer C, Zhou ES. Individual and dyadic relations between
spiritual well-being and quality of life among cancer survivors and their spousal caregivers.
Psychooncology. 2011; 20:762–770.10.1002/pon.1778 [PubMed: 20878868]
17. Murray SA, Kendall M, Boyd K, Grant L, Highet G, Sheikh A. Archetypal trajectories of social,
psychological, and spiritual wellbeing and distress in family care givers of patients with lung
cancer: Secondary analysis of serial qualitative interviews. Br Med J. 2010; 34010.1136/
bmj.c2581
18. Fife B, Monahan P, Abonour R, Wood L, Stump T. Adaptation of family caregivers during the
acute phase of adult BMT. Bone Marrow Transplant. 2008; 43:959–966.10.1038/bmt.2008.405
[PubMed: 19104493]
19. Newberry, AG.; Choi, C-WJ.; Donovan, HS., et al. Exploring spirituality in family caregivers of
patients with primary malignant brain tumors across the disease trajectory. Paper presented at:
Oncology Nursing Forum; 2013;
20. Colgrove LA, Kim Y, Thompson N. The effect of spirituality and gender on the quality of life of
spousal caregivers of cancer survivors. Ann Behav Med. 2007; 33:90–98.10.1207/
s15324796abm3301_10 [PubMed: 17291174]
21. Pawl JD, Lee S-Y, Clark PC, Sherwood PR. Sleep loss and its effects on health of family
caregivers of individuals with primary malignant brain tumors. Res Nurs Health. 2013; 35:386–
399.10.1002/nur.21545 [PubMed: 23633116]
22. Kim Y, Wellisch DK, Spillers RL, Crammer C. Psychological distress of female cancer caregivers:
Effects of type of cancer and caregivers’ spirituality. Support Care Cancer. 2007; 15:1367–
1374.10.1007/s00520-007-0265-4 [PubMed: 17516094]
23. Visser A, Garssen B, Vingerhoets A. Spirituality and well-being in cancer patients: A review.
Psychooncology. 2010; 19:565–572.10.1002/pon.1626 [PubMed: 19916163]
24. Yanez B, Edmondson D, Stanton AL, et al. Facets of spirituality as predictors of adjustment to
cancer: Relative contributions of having faith and finding meaning. J Consult Clin Psychol. 2009;
77:730–741.10.1037/a0015820 [PubMed: 19634965]
25. Krupski TL, Kwan L, Fink A, Sonn GA, Maliski S, Litwin MS. Spirituality influences health
related quality of life in men with prostate cancer. Psychooncology. 2006; 15:121–131.10.1002/
pon.929 [PubMed: 15880458]
26. Lazarus, RS.; Folkman, S. Stress, Appraisal, and Coping. Springer; New York: 1984.
27. Cameron JI, Franche RL, Cheung AM, Stewart DE. Lifestyle interference and emotional distress in
family caregivers of advanced cancer patients. Cancer. 2002; 94:521–527.10.1002/cncr.10212
[PubMed: 11900237]
28. Nijboer C, Triemstra M, Tempelaar R, Sanderman R, van den Bos GAM. Measuring both negative
and positive reactions to giving care to cancer patients: Psychometric qualities of the Caregiver
Reaction Assessment (CRA). Soc Sci Med. 1999; 48:1259–1270.10.1016/S0277-9536(98)00426-2
[PubMed: 10220024]
29. Given CW, Stommel M, Given B, Osuch J, Kurtz ME, Kurtz J. The influence of cancer patients’
symptoms and functional states on patients’ depression and family caregivers’ reaction and
depression. Health Psychol. 1993; 12:277–285.10.1037/0278-6133.12.4.277 [PubMed: 8404801]
30. Mellon S, Northouse LL, Weiss LK. A population-based study of the quality of life of cancer
survivors and their family caregivers. Cancer Nurs. 2006; 29:120–
131.10.1097/00002820-200603000-00007 [PubMed: 16565621]
Adams et al. Page 9
Psychooncology. Author manuscript; available in PMC 2015 October 01.
N
IH
-PA Author M
anuscript
N
IH
-PA Author M
anuscript
N
IH
-PA Author M
anuscript
31. Kim Y, Carver CS, Spillers RL, Love-Ghaffari M, Kaw C-K. Dyadic effects of fear of recurrence
on the quality of life of cancer survivors and their caregivers. Qual Life Res. 2012; 21:517–
525.10.1007/s11136-011-9953-0 [PubMed: 21691928]
32. Kim Y, Duberstein PR, Sörensen S, Larson MR. Levels of depressive symptoms in spouses of
people with lung cancer: Effects of personality, social support, and caregiving burden.
Psychosomatics. 2005; 46:123–130.10.1176/appi.psy.46.2.123 [PubMed: 15774950]
33. Kim Y, Loscalzo MJ, Wellisch DK, Spillers RL. Gender differences in caregiving stress among
caregivers of cancer survivors. Psychooncology. 2006; 15:1086–1092.10.1002/pon.1049
[PubMed: 16634112]
34. Mosher CE, Champion VL, Azzoli CG, et al. Economic and social changes among distressed
family caregivers of lung cancer patients. Support Care Cancer. 2013; 21:819–826.10.1007/
s00520-012-1585-6 [PubMed: 22945881]
35. Bradley SE, Sherwood PR, Kuo J, et al. Perceptions of economic hardship and emotional health in
a pilot sample of family caregivers. J Neurooncol. 2009; 93:333–342.10.1007/s11060-008-9778-z
[PubMed: 19159080]
36. Kim Y, Spillers RL, Hall DL. Quality of life of family caregivers 5 years after a relative’s cancer
diagnosis: Follow-up of the national quality of life survey for caregivers. Psychooncology. 2012;
21:273–281.10.1002/pon.1888 [PubMed: 22383269]
37. Winterling J, Wasteson E, Glimelius B, Sjödén P-O, Nordin K. Substantial changes in life:
Perceptions in patients with newly diagnosed advanced cancer and their spouses. Cancer Nurs.
2004; 27:381–388.10.1097/00002820-200409000-00008 [PubMed: 15525866]
38. Nijboer C, Tempelaar R, Triemstra M, van den Bos GA, Sanderman R. The role of social and
psychologic resources in caregiving of cancer patients. Cancer. 2001; 91:1029–
1039.10.1002/1097-0142(20010301)91:5<1029::AID-CNCR1094>3.0.CO;2-1 [PubMed:
11251956]
39. Given CW, Given B, Stommel M, Collins C, King S, Franklin S. The Caregiver Reaction
Assessment (CRA) for caregivers to persons with chronic physical and mental impairments. Res
Nurs Health. 1992; 15:271–283.10.1002/nur.4770150406 [PubMed: 1386680]
40. Canada AL, Murphy PE, Fitchett G, Peterman AH, Schover LR. A 3-factor model for the FACIT-
Sp. Psychooncology. 2008; 17:908–916.10.1002/pon.1307 [PubMed: 18095260]
41. Grov EK, Fosså SD, Tønnessen A, Dahl AA. The Caregiver Reaction Assessment: Psychometrics,
and temporal stability in primary caregivers of Norwegian cancer patients in late palliative phase.
Psychooncology. 2006; 15:517–527.10.1002/pon.987 [PubMed: 16189843]
42. Taylor EJ. Spiritual needs of patients with cancer and family caregivers. Cancer Nurs. 2003;
26:260–266.10.1097/00002820-200308000-00002 [PubMed: 12886116]
43. Roof WC. Multiple religious switching: A research note. J Sci Stud Relig. 1989; 28:530–
535.10.2307/1386582
44. Breitbart W, Rosenfeld B, Gibson C, et al. Meaning-centered group psychotherapy for patients
with advanced cancer: a pilot randomized controlled trial. Psychooncology. 2010; 19:21–
28.10.1002/pon.1556 [PubMed: 19274623]
45. Breitbart W. Spirituality and meaning in supportive care: Spirituality-and meaning-centered group
psychotherapy interventions in advanced cancer. Support Care Cancer. 2002; 10:272–
280.10.1007/s005200100289 [PubMed: 12029426]
Adams et al. Page 10
Psychooncology. Author manuscript; available in PMC 2015 October 01.
N
IH
-PA Author M
anuscript
N
IH
-PA Author M
anuscript
N
IH
-PA Author M
anuscript
N
IH
-PA Author M
anuscript
N
IH
-PA Author M
anuscript
N
IH
-PA Author M
anuscript
Adams et al. Page 11
Table 1
Sample Characteristics
Characteristic Mean or Frequency
Caregiver Baseline Demographics (N=70)
Average age 59.0 years (range: 24–79, SD: 13.1)
Female 74.3%
Race
 Caucasian 95.7%
 African American 1.4%
 Other 2.8%
Education
 High school or less 34.3%
 Some college 30.0%
 College degree or higher 35.7%
Annual household income
 < $40,000 21.4%
 $40,000- $74,999 40.0%
 > $75,000 21.4%
 Prefer not to answer 17.1%
Married/marriage equivalent 100%
Employment status
 Employed 47.1%
 Unemployed 51.4%
Relationship to the patient
 Spouse/partner 87.1%
 Child 5.7%
 Parent 2.9%
 Other 4.2%
Patient Medical Characteristics (N=70)
Average time since diagnosis 0.24 months (range: 0–2.1, SD = 0.30)
Cancer type
 Digestive system 21.4%
 Genital system 15.6%
 Breast 11.7%
 Brain and other nervous system 9.1%
 Respiratory system 7.1%
 Lymphoma 6.5%
 Other 20.0%
 Missing 9.7%
Cancer stage
 0 2.9%
 I 15.7%
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Characteristic Mean or Frequency
 II 5.7%
 III 24.3%
 IV 5.7%
 Unstaged 7.1%
 Missing/Unknown 38.6%
Note. N = 70
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